Questionnaire surveys are an easily accessible research tool but in inexperienced hands, they do not always provide meaningful information. The large number of surveys conducted has tended to "disenchant those surveyed, journal editors, and reviewers" 1 . Fortunately, recent guidelines have facilitated higher quality surveys, based on more appropriate research methodology and sounder questionnaire design 1, 2 . Successful surveys must ask an important question using a valid tool, sample an appropriate population, obtain an adequate response and interpret the responses correctly. Two surveys in this issue meet these criteria in different ways, both highlighting important safety issues that should be of concern to most anaesthetists.
The first is by Bramley on "the ability of anaesthetists to identify generic medications from trade names" 3 . This is an important question, given the large number of new drugs being marketed and the plethora of trade names. Bramley surveyed all specialist and trainee anaesthetists at two major teaching hospitals in Melbourne (n=86). The response rate was 60%. The majority of respondents felt that they should know the generic names of medications taken by their patients, but indicated that they frequently encountered unfamiliar trade names and that they did not always have access to appropriate reference material. A second part of the survey asked respondents to identify the generic names and drug classes of 25 relatively common drugs from their trade name (without access to reference material). The mean percentage of drugs correctly identified was only 29% (range 0 to 92%). Even the drug class was not recognised in a large percentage of cases. This is alarming information, given the potential for serious adverse effects (e.g. hypotension, hypoglycaemia, bleeding) and drug interactions, if anaesthetists do not know what drugs their patients are taking.
The survey could be criticised on the basis of the small numbers and the marginal response rate. Bramley certainly used a 'convenience' sample, as he worked at both institutions. Nevertheless, there is no reason why those surveyed should be considered atypical or unrepresentative of anaesthetists working in other teaching hospitals throughout Australia or other developed countries. Similarly, there is no reason to suspect that the non-respondents were any more knowledgeable than the respondents. If anything, more knowledgeable anaesthetists might be keener to respond and demonstrate their greater knowledge, although this is speculation.
A drug error due to similarities between trade names would be considered a latent or system error 4, 5 . On the other hand, an error due to failure to identify the generic name and class of an unfamiliar drug would be considered a 'rule-based' error, analogous to failure to check an anaesthesia machine 4 .
One approach to overcoming the problem of identifying drugs would be to mandate the use of generic names. However, this is unlikely to be successful, particularly among patients. A much more practical and achievable alternative would be to ensure universal access to reference material (electronic or hardcopy) in all places where drugs are administered. Clinicians would then have the opportunity to record both trade and generic names, and have ready access to information on potential adverse effects and interactions. This inexpensive solution should be brought to the attention of all anaesthetists and theatre managers.
The second survey is by Riley et al on "airway skills of surgeons in Western Australia" 6 . Riley et al make the point that in the rare, life-threatening 'can't intubate, can't ventilate' situation, it is usually the surgeon who is called on to attempt an invasive airway. However, it is not known what percentage of surgeons would feel confident in this situation. They surveyed all registered specialists in Western Australia who practise surgery of any type (n=445) about their experience with surgical airways. All surgical subspecialties were included on the basis that a 'can't intubate, can't ventilate' scenario could occur unexpectedly on any surgical list. The response rate was 53%. Eight-five percent of respondents stated that they had not performed a surgical airway in the previous 12 months and 26% stated that they had never performed a surgical airway. All ear nose and throat respondents felt confident in performing an emergency surgical airway, but only 60% of the remainder.
The survey sample was satisfactory, because it was well defined and there could be no institutional bias. The findings could also be extrapolated widely, because there is no reason to believe that surgeons in other states would be any less or more experienced in this area. One potential criticism is the low response rate. However, even in the unlikely situation that there was systematic bias between respondents and nonrespondents, the findings are still cause for concern. They demonstrate that a substantial proportion of surgeons in Western Australia are not confident with surgical airways.
If the operating surgeon cannot be relied on to provide an emergency surgical airway, where does this leave the surgical airway component of current 'can't intubate, can't ventilate' algorithms, especially once a cannula cricothyroidotomy has failed 7, 8 ? One possible solution would be for anaesthetists to be trained in surgical airways. Such training has been introduced in the institution where Riley et al practise 9 . Unfortunately, even if anaesthetists acquire the requisite skills in training, they would still face the same problem as many surgeons in becoming de-skilled over time. De-skilling could be minimised by regular simulation or 'wet-lab' exposure, but this would require considerable resources. These issues will no doubt be the subject for ongoing investigation and discussion. In the meantime, the clear implication is that anaesthetists should no longer assume that the operating surgeon can provide an emergency surgical airway if required. Therefore, if a difficult airway is expected, the potential for a surgical airway should be discussed in advance. It follows that such patients should be managed in a setting where advanced airway techniques and appropriate surgical expertise (by surgeons or anaesthetists) are available.
While both these surveys have limitations, they both highlight valid safety issues. Anaesthetists have a duty to know what drugs their patients are taking, and this should be possible if adequate reference material is readily available. Anaesthetists should also recognise that not all surgeons will be confident or even competent to perform an emergency surgical airway and that alternative contingency plans may be required.
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